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Abstract

A major problem in the measurement of
patient satisfaction is the lack of an
adequate theory to explain the meaning of
satisfaction, and hence how it should be
measured and how the findings are inter-
preted. Because of the lack of a fully
developed theory, when developing patient
satisfaction questionnaires for use in gen-
eral practice, a simple model was used.
This model was pragmatic in that it linked
together empirical evidence about patient
satisfaction without recourse to more
general social or psychological theory of
behaviour, other than to define satisfac-
tion as an attitude. Several studies with
the questionnaires confirm in general the
components of the model. However, the
importance of personal care had not been
sufficiently emphasised, and therefore the
model has been revised. It can now serve
as a basis for future research into patient
satisfaction, in particular as a stimulus for
investigating the links between compo-
nents of the model and underlying psycho-
logical or other behavioural theories.
(Quality in Health Care 1997;6:201-204)
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Introduction

It is easy to devise a simple questionnaire on
patient satisfaction, and when asked, most
patients in general practice will obligingly
complete it. Yet when the responses are
analysed, the findings are often singularly
unhelpful. According to the questionnaire,
most patients are satisfied, but in most
practices receptionists and other staff often
receive grumbles from patients. It would seem
that the questionnaire has failed to elicit
patients’ true level of satisfaction. How can
measurement of patient satisfaction be im-
proved?

A particular problem has been the lack of a
theory to explain the meaning of patient
satisfaction.’™ In the absence of a theory it is
difficult to decide how to measure satisfaction
or how the findings of surveys should be inter-
preted. The Concise Oxford Dictionary de-
fines a theory as being a “supposition explain-

ing something, especially one based on
principles independent of the phenomena”. A
theory can be used to explain observations and
predict consequences, and can be tested in
empirical research. For example, the theory of
smoking and lung cancer asserts that certain
constituents of tobacco smoke have an effect
on the function and structure of susceptible
cells, which then become malignant. The
theory also suggests what the consequences are
likely to be for the patients concerned, and
what treatments might be helpful, all matters
that can be investigated in research studies.
Thus, theories can be regarded as ideas which
help to explain observations and suggest new
hypotheses.

Several approaches have been taken in the
past to develop a theory of patient satisfaction.
Linder-Pelz linked psychological and social
theories of attitudes® but in a small study in
primary care was able to explain only a limited
proportion of observed differences in satisfac-
tion, the most important factor being patient
expectations.® Other studies have confirmed
that expectations play some part.” However,
expectations have been classified as cognitive
whereas satisfaction is an affective state, and
although attempts have been made to link them
a complete theory is lacking.® Lay ideas,’
discrepancy theory, and the structural relation
between patient and healthcare agents have
also been proposed for understanding satisfac-
tion, but have yet to be fully evaluated.”’ In
North America, marketing theories are now
being investigated,''™" but the extent to which
these can be applied in a less consumerist gen-
eral practice service in the United Kingdom is
unclear.

In the absence of a theory, I developed a
questionnaire with a model to measure patient
satisfaction with practices'* and consultations. "
A dictionary definition of a model is “a simpli-
fied description of a system”. Thus, in contrast
to a theory, a model merely depicts the relation
between a set of variables, rather than explains
them on the basis of underlying principles. In
this paper, the model is described and
subjected to critical review in the light of find-
ings from the questionnaires.

The questionnaires are the surgery and con-
sultation satisfaction questionnaires. They
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were developed with psychometric methods
from an original list of 139 questions identified
from published surveys and comments made
by patients to a primary healthcare team, sup-
plemented by inclusion of open questions on
the first pilot versions. The surgery question-
naire considers six components of satis-
faction—general satisfaction, accessibility,
availability, continuity, medical care, and
premises. The consultation questionnaire
considers four components of satisfaction with
consultations—general satisfaction, profes-
sional care, depth of relations, and perceived
time. The final versions have been tested for
reliability and validity,’ and have been
validated in comparison with qualitative
methods.'” The consultation questionnaire has
been compared with the medical interview sat-
isfaction scale,’® was used in studies of
videotaped consultations,”” and was used to
assess the effects on satisfaction of detecting
emotional disturbance in patients.”® A modified
version has now been developed to assess
patients’ satisfaction with consultations with
community nurses.”’

Pragmatic model

The model was pragmatic in that it linked
together available empirical evidence about
patient satisfaction without recourse to more
general social or psychological theories of
behaviour, other than to define satisfaction as
an attitude (fig 1). Firstly, that attitude was
defined as an evaluative judgement (or reaction
to) care received.’ As with other attitudes, it is
learned from experience, is relatively enduring
in comparison with emotional states—such as
anger or amusement—and exerts some influ-
ence on behaviour.”

Secondly, satisfaction is regarded in the
model as a continuous rather than dichoto-
mous variable (after Ware?®). Thirdly, it is mul-
tidimensional, different elements of care each
causing differences in satisfaction.* A patient
may be satisfied with one element of care—
such as the appointment system—but dissatis-
fied with another such as the clinical examin-
ation. Thus, a measure of overall satisfaction
will be a summary of the competing evalua-
tions of the patient and may not be sensitive to
differences in levels of satisfaction with indi-
vidual elements of care. Furthermore, in
different clinical settings different elements of
care may be more or less important. For exam-
ple, in general practice continuity may be
viewed by patients as particularly important,

Prioritised
by patients

Characteristics of patients
* age, sex, culture

Elements
of care

Level of Behaviour:
satisfaction « compliance
« change GP

» experience of care
¢ expectations
« others

Figure 1  Initial model of patient satisfaction in general practice.
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A summary of the principal findings
of studies that used surgery (SSQ)
and consultation satisfaction
questionnaires(CSQ)

SATISFACTION AND CONTINUITY

Study in rwo general practices involving 711
patients

Continuity was calculated as the percentage
of past 12 consultations that were with the
patient’s usual doctor. Lower levels of con-
tinuity were associated with lower levels of
satisfaction as measured by SSQ and CSQ
(at 100% continuity, SSQ general satisfac-
tion was 81.5 and CSQ general satisfaction
78.3, at 25% continuity satisfaction scores
were 67.3 and 71.3 respectively).

SATISFACTION WITH PRACTICES

The SSQ was completed by 16 015
patients attending 89 practices. There were
wide variations in levels of satisfaction
between practices, and multiple regression
showed that the practice characteristics
associated with satisfaction were total list
size (satisfaction falls as list size increases),
presence of a personal list (satisfaction
increases), and being a training practice
(satisfaction falls).

SATISFACTION WITH CONSULTATIONS

The CSQ was given to 7273 patients
attending 126 general practitioners. Multi-
ple regression showed that the practice
characteristics associated with satisfaction
with consultations were total list size (satis-
faction falls as list size increases), presence
of a personal list (satisfaction increases),
being a training practice (satisfaction falls),
and the number of patients booked in the
appointment system per hour (an increase
in the number of patients booked was asso-
ciated with falls in satisfaction with the
duration of consultations).

but in a surgical outpatient clinic the provision
of comprehensive information about treatment
choices may be more important. It follows that
measures of satisfaction should assess all
relevant elements of care and be designed for
particular clinical settings.

Fourthly, patients’ characteristics may influ-
ence their attitudes towards care, and also the
importance they assign to different elements of
care. In the model, patients’ characteristics are
shown as influencing the priorities they assign
to different elements of care and to their
attitude or level of satisfaction after an interac-
tion with the healthcare system. Some patients
may allocate the highest priority to continuity,
others may prefer readily available appoint-
ments. Patients’ characteristics that may be
influencial include age and sex,”* past
experience of care,”” expectations,'® health,”
cultural factors, mood, and others. Finally, sat-
isfaction can influence patients’ future behav-
iour such as compliance with advice’® or
whether they change doctors.”
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Assessment of the model

The model has been assessed with the
questionnaires in several studies (box). These
include validation studies™ '* and investigation
of the characteristics of patients, practices,
and general practitioners, which influence
satisfaction.” ® These studies do not directly
test whether satisfaction is an attitude, al-
though they do indicate that the level of
satisfaction is relatively stable over a two week
interval and is associated with the behaviour of
changing general practitioners.'® The findings
were also compatible with satisfaction being a
continuous variable, as the responses of
patients to questions were distributed across all
response choices and levels of satisfaction var-
ied widely depending on the practices® and
general practitioners'’ * that the patients at-
tended. For example, in some practices most
patients expressed dissatisfaction with the
availability and continuity of care.

The multidimensional nature of satisfaction
was confirmed by principal components analy-
sis which identified several elements of care
that patients evaluated differently. Further-
more, each component of satisfaction was
shown to have moderate correlation with
general satisfaction, indicating that they were
related to, and not simply manifestations of,
general satisfaction.' * The findings also tend
to support the model’s proposition that some
elements of care are viewed as more important
than others. The range of scores for availability
and continuity were wider, and the mean scores
lower, than for other components of the
surgery satisfaction questionnaire, suggesting
that patients were more critical of these
components than they were of premises or
medical care.”

The findings also supported the fourth
feature of the model, that patient characteris-
tics may influence satisfaction. The studies did
not investigate expectations, health status, or
past experiences of health care other than con-
tinuity. However, there were differences in sat-
isfaction depending on patient age and sex. For
example, satisfaction with the depth of relation
fell with increasing age of women patients, and
also fell as the proportion of men consulting
increased.” As patients increased in age, they
were more likely to express satisfaction with the
availability of appointments or medical care,
provided the practice operated a personal list
system.”® Only the basic characteristics of age
and sex were investigated, and it is conceivable
that other characteristics would influence

Level of Behaviour:
satisfaction * compliance
s change GP
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Figure 2 Revised model of patient satisfaction in general practice.
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satisfaction—such as employment, expecta-
tions, or health.” %

The model also argues that satisfaction
influences some subsequent behaviours of
patients. The only behaviour investigated was
that of changing general practitioner without a
change of home address. Patients who changed
had lower levels of satisfaction with their previ-
ous general practitioner.'®

The model suggests that some elements of
care may be more important to patients than
others, and that in different settings their rela-
tive importance may vary. In particular, higher
levels of continuity were shown to be related to
higher satisfaction.'® Scores for the surgery sat-
isfaction questionnaire were higher if practices
were smaller, operated personal list systems,
and were not training practices.”® In general,
scores for the consultation satisfaction ques-
tionnaire were also higher in smaller practices,
those that had personal list systems, and were
not training practices.” Patients report greater
availability in smaller practices.” Personal list
systems can be associated with higher levels of
continuity,” and in training practices the regu-
lar departure of one doctor and arrival of a new
one can, for some patients, disrupt continuity.
Thus, personal lists, continuity, practice size,
and the regular replacement of doctors in
training practices are factors that may limit the
opportunity for the relation between patient
and doctor to develop to the point at which the
patient feels that care is personal.

The extent to which care is perceived as per-
sonal may be influenced by several factors,
including continuity or the relation in consulta-
tions, and further research is needed. Further-
more, although most patients regard personal
care as important, some may not. Infrequent
consulters, people who change address often,
or some working people may regard convenient
availability as more important. Nevertheless,
for many patients it seems to be an underlying
element of care that has a pervasive influence
on satisfaction. The importance attached to
personal care had not been a feature of the
pragmatic model, and it was revised to take this
into account (fig 2).

Implications of the model for satisfaction
theory, measurement, and research

Most questionnaires on patients’ satisfaction
are developed without reference to relevant
theories or models. However, the use of a
model has important advantages. It indicates
how satisfaction should be measured and helps
to explain the practical significance of the find-
ings. Satisfaction was regarded as an attitude, a
psychological concept which has recently been
defined as “a psychological tendency that is
expressed by evaluating a particular entity with
some degree of favour or disfavour”.”> One
advantage of conceptualising satisfaction as an
attitude is that established methods of measur-
ing attitudes can be used. Also, links can be
drawn between the model and underlying psy-
chological theory. General theories of attitudes
and associated empirical studies may improve
our understanding of patients’ attitudes to-
wards the care they receive. However, although
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psychological theories may be helpful in
explaining satisfaction, further research is
needed to determine which theories are appli-
cable. For example, the ability of the theory of
reasoned action® to explain satisfaction has
only been investigated in one small study which
found little support for it, although there was
limited support for discrepancy theory.® Other
theories that might help to explain patient sat-
isfaction include information integration and
information processing theories,”” but these
have not yet been considered in research stud-
ies.

As well as defining patient satisfaction as an
attitude, the pragmatic model indicates that
various patient and health service variables
influence satisfaction, and raises questions for
future research. These include the process by
which patients assign priorities to different ele-
ments of care, the relation between levels of
satisfaction and subsequent health related
behaviour, the role of cultural values, and the
extent to which patients’ attitudes to health
care can be viewed as consumerist. Personal
care is a concept that requires exploration and
definition, and its role in influencing satisfac-
tion in different cultures should be explored.
Studies are needed to determine whether other
salient beliefs are equal or more important to
different patients in different healthcare set-
tings.

The pragmatic model also has implications
for methods of measuring satisfaction. One
factor that should be taken into account is the
multidimensional nature of satisfaction. If lev-
els of satisfaction with only a few elements of
care are measured, mistaken conclusions might
be drawn. For example, in the evaluation of a
new clinic in a general practice, patient
satisfaction with the clinic might be found to be
high, and the value of the clinic assumed to be
proved. However, there may have been a
decline in satisfaction with continuity or the
availability of appointments which would have
gone unnoticed. Reliance on measurement of
general satisfaction alone is not an adequate
alternative because general satisfaction is influ-
enced by so many elements of care that
discrimination between different levels of satis-
faction is likely to be poor.

The pragmatic model has served a useful
function in guiding the development and use of
two measures of satisfaction, and may be of use
to others. Its most important implication is that
future studies of patient satisfaction should
draw on models such as that described in this
paper, and when possible test the relations
between such models and underlying theories.
It will only be through systematic investigation
of the links between theory and empirical
observation that understanding of patients’
attitudes will be improved and will come to
play a full part in the planning and delivery of
health care.
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